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SUMMARY

On March 2, 2002, a48-year-old male volunteer
firefighter/engineer (thevictim) wasfatally injured
when thetanker truck hewasdriving was struck by
afreight train ashe attempted to traverse aprivate,
unguardedrailroad crossing. Thevictimwasreturning
tothegtationfromalive-burntrainingexercise. The
train struck thetanker truck on the passenger side
justinfront of thedoor. Thevictimwasegected and
found lying approximately 75 feet from thetrack.
He was transported to a hospital where he was
pronounced dead.

NIOSH investigatorsconcluded thet, to minimizethe
risk of amilar incidents, fire departmentsshould

* ensure that drivers of fire department
vehicles come to a complete stop at all
unguarded railroad grade crossingsduring
emergency responseor nonemergency travel

* revise or develop standard operating
guidelines (SOGs) for safely driving
emergency vehicles during emergency
response and nonemergency travel

\ehicleinvolved in incident

addressing hazards fire fighters are likely
to encounter, such asrailroad crossings

» enforce polices that require that all fire
fighterswho ride in emergency fire
apparatus are belted securely by seat belts

* provide fire fighter training on railway
traffic safety in communities such as this
whereahigh density of railway traffic exists

INTRODUCTION

On March 2, 2002, a48-year-old male volunteer
firefighter/engineer (thevictim) wasfatally injured
when thetanker truck hewasdriving wasstruck by
afreight train ashe attempted to traverse aprivate,
unguarded railroad crossing. On March 2, 2002,
theU.S. FireAdministration (USFA) notified the
Nationd Ingtitutefor Occupational Safety and Hedlth
(NIOSH) of thisfatality. On April 2, 2002, two
safety and occupational health speciaistsfromthe
NIOSH Fire Fighter Fatality Investigation and
Prevention Program investigated theincident. The
NIOSH team interviewed the Chief of the
department and two county police officers who

The FireFighter Fatality Investigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the program isto determine factorsthat cause or contribute
to fire fighter deaths suffered in the line of duty.
Identification of causal and contributing factors enable
researchers and safety specialiststo develop strategies for
preventing future similar incidents. The program does not
seek to determine fault or place blame on fire departments
or individua fire fighters. To request additional copies of
this report (specify the case number shown in the shield
above), other fatality investigation reports, or further
information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or call toll free 1-800-35-NI1OSH




Y,

£,

(A

NIOSH

Fire Fighter Fatality Investigation
And Prevention Program

Fatality Assessment and Control Evaluation
Investigative Report #-2002-10

Volunteer Fighter Dies After Tanker I's Struck by Freight Train - Kentucky

investigated theincident, took photographs of the
crash site and of the tanker truck, and reviewed
standard operating guidelines (SOGs), training
recordsof thevictim, and thedeath certificate.

This volunteer department has 45 uniformed
personnel and servesapopul ation of approximeately
18,000 in an area of about 51 square miles. The
48-year-old victim had been avolunteer firefighter
for 2.5 yearsand adriver/engineer for 6 months.
The State requires 150 hours of various types of
training beforeafirefighter ispermitted to participate
in a structure fire. The department requires
emergency vehicleoperatorsto completea12-hour
courseinemergency defensivedriving. Thiscourse
consists of classroom content and a hands-on
demonstration of driving skills. In addition, the
department requires that emergency vehicle
operators demonstrate their driving skillswith a
qualifiedinstructor for each piece of apparatusthey
aregoingto operate. Thevictim had approximately
366 hoursof State and departmental fireand rescue
training, and he had compl eted therequired training
for the apparatus he was driving at the time of the
incident.

Equipment. The 1,500-gallon (2001) tanker truck
involved intheincident was approximately 23 feet,
5incheslong with agrossvehicleweight? of about
10,000 pounds; the tank was full of water at the
timeof theincident.

(Footnotes)

Westher/Road Conditions. Theincident occurred at
2150 hours on a private, unguarded,” railroad
crossing. Thecounty policeestimated that thedope
of the privateroadway thevictimwasdriving up as
he approached the tracks was approximately 17
degrees. The roadway was dry and the weather
wasclear and cold. A Crossbucke signwaslocated
on theright side of the roadway approaching the
tracks(Photo). Thisisahigh-density rail community
with 30 trains per day.®

INVESTIGATION

On March 2, 2002, a48-year-old male volunteer
firefighter/engineer (thevictim) wasfatally injured
whenthetanker truck hewasdriving was struck by
afreight train ashe attempted to traverse aprivate,
unguarded railroad crossing. Beforetheincident,
the department had been conducting a live-burn
training exerciseat aste gpproximately 60 feet from
therailroad track. Thevictim had driven oneof two
tanker trucksto the site for the training exercise;
however, histruck was not used, and consequently,
hedid not actively participateintheexercise. The
department, including the victim, had used this
particular Sitefor training 6-7 timesduring the past
few months.

Thevictim departed the training exercise and was
traveling north on aprivateroadway toward apublic
roadway when hewasstruck by afreight trainashe
attempted totraverseasingle-track railroad crossing.

@The National Highway Traffic Safety Administration (US Department of Transportation) defines Gross Vehicle Weight
Rating as the maximum rated capacity of a vehicle, including the weight of the base vehicle, all added equipment, driver and passengers,

and all cargo loaded into or on the vehicle.

"The Federal Railroad Administration (FRA) defines private crossings as those that are on a roadway not open to public use
and that are not maintained by a public authority, e.g., a residential access crossing.?

¢A Crossbuck is a type of passive warning device for railroad crossings. It is a white, reflectorized sign with the words

RAILROAD CROSSING in black letters (Photo).

9This information was provided by an FRA official in a telephone conversation April 26, 2002.
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Witnessestold theinvestigating police officer that the
tanker truck wastraveling roughly 10-15 mph asit
approached the crossing and seemed to be
accelerating. Witnessesfurther stated that thetrain
sounded its horn before the crossing and that its
headlight wason. According to the county police,
thetrain collided with the truck on the passenger
side, just in front of the door and traveled
approximately 66 feet before coming to rest facing
south. The county policereported that thevictim
was g ected through the passenger window and was
found lying approximately 75 feet fromthetrack on
thesouth side. According to the county police, the
victimwasnot wearing asafety restraint at thetime
of thecallison.

At 2152 hours, acal wasmadeto Central Dispatch
for assstance. At 2156 hours, acounty ambulance
arrived onthe scene. Theambulancecrew initiated
CPR and intubated thevictim. A medica helicopter
arrived at 2203 hoursand transported thevictim to
ahospital where hewas pronounced dead.

CAUSE OFDEATH
The death certificate listed the cause of death as
multipleblunt-forceinjuries.

RECOMMENDATIONS/DISCUSSION
Recommendation #1: Fire departments should
ensure that drivers of fire department vehicles
come to a complete stop at all unguarded
railroad grade crossings during emergency
response or nonemergency travel .>47

Discusson: Driversof firedepartment vehiclesshould
cometo acompletestop at al unguarded railroad
grade crossingsand assurethat it issafeto proceed
before crossing therailroad track(s). Additionally,
drivers should use caution when approaching and
crossing any guarded grade railroad crossing.
National Fire Protection (NFPA) 1500, 8A-4-2.8
datesthat vehicleaccidentsat railroad crossingshave

resulted in anumber of deathsand injuriestofire
department members. A 1986 National
Transportation Safety Board (NTSB) study
concluded that atrain warning hornisineffectiveas
a warning device for large commercial and
emergency vehidesunlessthedriver sopsthevehicle
idlesthe engine; turnsoff all radios, fans, wipers,
and other noi se-producing equipment inthe cab; and
lowersthewindow.

Recommendation #2: Fire departmentsshould
revise and/or develop standard operating
guidelines (SOGs) for safely driving emergency
vehicles during emergency response and
nonemergency travel addressing hazards fire
fightersarelikelyto encounter, such asrailroad
crossings.®®

Discussion: SOGsshould emphasizethat thefirst
priority isthe safearrival/return of fire department
personnel and vehicles. Incommunitieswithahigh
volume of railroad traffic, SOGs should include
proceduresfor safely traversing railroad crossings
during emergency response and nonemergency
travel. Thedepartment inthisincident hasan SOG
for vehicleresponsetodarmswhich satesthat drivers
must obey dl Statetrafficlawsand that departmenta
personnel must adhereto al Statelawsconcerning
emergency driving. The SOG doesnot specificaly
addresstraversing railroad crossings.

Recommendation #3. Firedepartmentsshould
enforcepolicesthat requirethat all firefighters
whoridein emergency fire apparatusare belted
securely by seat belts.*®

Discussion: Firefightersmake many life-and-desth
decisionsduring atour of duty, and one of themost
important is putting on a seat belt after climbing
aboard an emergency apparatusthat hasbeen called
to respond. The fire department involved in this
incident has an SOG that requires the use of seat
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beltsfor personnel ridingin afiredepartment vehicle
whenever thegpparatusisin motion. Thedepartment
also hasaguideinethat specifiesthat driversobey
all lawsconcerning emergency driving. Kentucky
hasamandatory seat belt [aw.

Recommendation #4. Fire departmentsshould
provide fire fighter training on railway traffic
safety in communitiessuch asthiswhereahigh
density of railway traffic exists.’

Discussion: Railroad grade crossings present a
uniquetraffic environment for motorists. Operating
an emergency response vehicleadds an el ement of
urgency to making decisionsat highway-rail grade
crossings. Consequently, specid training regarding
raillroad traffic safety is essential for emergency
responderssuch asfirefighters. Operation Lifesaver
isanexampleof a nationwide, nonprofit organization
that providesfreeeducational programs(includinga
videothat targetsemergency responders) toeiminate
collisions, deaths, and injuries at highway-rall
intersections and on railroad rights-of-way.
Accordingto Operation Lifesaver, driver inattention
and impatience are the most common factors
contributing to collis onsbetween motor vehiclesand
trains. Since the program began in 1972 (as of
2000), the number of train/motor vehiclecollisons
has been reduced by over 70%. Information can be
obtained about Operation Lifesaver by calling 800-
537-6224 or by accessing their website [http://
www.oli.org].
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INVESTIGATOR INFORMATION
Thisincident wasinvestigated by Nancy Romano
and LindaFrederick, Safety and Occupationa Hedlth
Speciadlists, NIOSH, Division of Safety Research,
Surveillanceand Field Investigation Branch.

Page4



Yy,
@’ mm Fatality Assessment and Control Evaluation
. . Fire Fighter Fatality Investigation I nveSti gative Report #FZOOZ_ 10

And Prevention Program

Volunteer Fighter Dies After Tanker |s Struck by Freight Train - Kentucky

DIRECTION OF TRAVEL

Photo. Northbound View of Incident.

Page5



U. S. Department of Health and Human Services
Public Health Service

Centers for Disease Control and Prevention

National Institute for Occupational Safety and Health
4676 Columbia Parkway, MS C-13

Cincinnati, OH 45226-1998

OFFICIAL BUSINESS
Penalty for private use $300

[YIoSH

Delivering on the Nation’s promise:
Safety and health at work for all people
through research and prevention



